The assessment of the degree of consciousness has traditionally posed a challenge for clinicians. Different structured scales have been presented to quantify the severity of the disorder of consciousness. The Glasgow Coma Scale (GCS), the Disability Rating Scale (DRS), the Coma Recovery Scale, later revised (CRS-R) and the Loewenstein Communication Scale (LCS) [1] are good examples. However, the interpretation of the patients' reactions has been reported to be dependent on the variability of their behaviour and arousal level, but also on the examiner [2] . This sensitivity urges to minimize the factors that can lead to misinterpretation of the signals. In this regard, the use of assessment tools in native language may help clinicians to avoid mistakes derived from particularities of each language. In a recent paper, Tamashiro et al. [3] have presented a validation of a Spanish version of the CRS-R. The concurrent validity of the translated scale with the GCS and the DRS and its inter-rater reliability are presented. However, the authors stated that no Spanish version was available at the moment of publication, which is not true. A Spanish version of the CRS-R was published 2 years before by our group [4], in a prospective study with a cohort of patients who presented disorders of consciousness after severe brain injury. The scale was also used for assessing patients in vegetative state and minimally conscious state in a randomized placebo-controlled trial to determine the effectiveness of a single daily dose of Zolpidem [5] . To create our version, the CRS-R was back-translated to Spanish and refined by four clinicians, who finally agreed on the definitive version. This version was, in fact, provided as a supplementary appendix to the article and is available for examination. A similar method has been used by our colleagues to create their version. We regret that a simple search in a scientific library engine (as PubMed.gov) before the elaboration of the second Spanish version of the CRS-R including the keywords 'coma recovery scale revised Spanish' would have displayed our paper, thus avoiding duplication of efforts. The variability of the patients' behaviour, the difficulties in detecting subtle changes and to unambiguously interpret them could be better coped with more collaboration between groups. In this case, it could have led to a greater sample, which could have helped both groups to extract more reliable conclusions.
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As a proof, we assessed the concurrent validity of the CRS-R, the GCS, the DRS and the LCS using the data derived from the initial assessment of our study. Interestingly, participants were very similar in both studies (Table I) .
While all the participants in our study (n ¼ 32) were assessed with the CRS-R, the DRS and the LCS, only participants with traumatic brain injury (n ¼ 15) were assessed with the GCS. Replicating the procedures of the study by Tamashiro et al. [3] , we estimated the Spearman correlations of the scores of the three scales collected from the participants in our study. Surprisingly, the correlation coefficient between our version of the CRS-R and the DRS (r ¼ À0.53, p50.01) was almost equal to their finding (r ¼ À0.54, p50.01). This tendency was also supported by the correlation with the LCS (r ¼ 0.71, p50.01). However, we did not find significant correlation with the GCS. The limited sample of participants assessed with this scale and the lower sensitivity of the GCS to small changes could have led to this result [1] . This was evidenced by the fact that 12 participants (80%) had a score of three in this scale in the baseline. In conclusion, we commend the authors for their work at validating their version of the scale, but we encourage them to better research previous work. This could have avoided not only the replication of work, which seems to be evidenced by the similar characteristics of both versions, but also the dilemma for Spanish-speaking clinicians of choosing one version or another.
